
 
 

PHARMACY TECHNICIAN WORK LOCATION CHANGE
 

If you are working at more than one location you MUST complete an  
Additional Work Location form for each location 

 
 
Please type or print in ink. Illegible or incomplete applications will be returned. 
 
 

PERSONAL INFORMATION 
 
NAME_______________________________________________________________________________________________ 

FIRST                                                                                                                                                             MIDDLE                                                                                                                        LAST

DATE OF BIRTH: __________________________________ SSI#:_____________________________________________ 
 
ADDRESS_____________________________________________________________________________________________ 
                                   NUMBER                                                                                         STREET 

CITY, STATE, & ZIP____________________________________________________________________________________ 
 
PHONE    (              )  _________-______________     REGISTRATION # AND EXPIRATION DATE ________________ 
 
 
EMPLOYMENT INFORMATION If employed at more than one location, list home store here and list other locations on reverse 
 
PHARMACY NAME______________________________________________________________________________________ 
 
PHARMACY ADDRESS___________________________________________________________________________________ 
 
CITY, STATE,  & ZIP_________________________________________________________________________________________________________ 
 
                
PHONE NUMBER (              ) _________-______________  PHARMACY’S LICENSE NUMBER__________________________ 
 
PHARMACIST- IN-CHARGE_________________________________________ LICENSE NUMBER_________________________ 
 
 
STATEMENT OF TECHNICIAN APPLICANT I have studied and I understand the Idaho rules regarding pharmacy 
technicians and I will comply with them and the federal and state laws and the rules of the Idaho Board of Pharmacy. I hereby certify that 
the above statements are true and correct. 
 
 
___________________________________________________________________________ 
SIGNATURE OF TECHNICIAN APPLICANT                                                                                                                                                        DATE

 
STATEMENT OF PHARMACIST-IN-CHARGE 
 
Certification Statement: As the pharmacist–in-charge I verify that this applicant has been adequately trained by myself or the pharmacy, to 
perform routine functions in connection with the preparing, compounding, distribution or dispensing of medications as are, or will be, 
assigned to such individual; or such individual possesses adequate training to perform those routine functions in connection with the 
preparing, compounding, distribution or dispensing of medications as, or will be, assigned to such individual; or such individual will be 
adequately so trained prior to the assignment of any routine functions in connection with the preparing, compounding, distribution or 
dispensing of medications. (Board Rule 251.07.c.)  
 
 
__________________________________________________________________________________                
 SIGNATURE OF PHARMACIST-IN-CHARGE                                                                                                                                                   DATE                                                          
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